Background: In the light of increasing interest in health inequalities, this paper aims to assess I) whether material deprivation in late middle age and early old age is associated with greater risk of limiting long-term illness 20 years later and ii) whether deterioration in socioeconomic status during the first 10 years carries a higher risk than remaining in a higher status. Methods: The Longitudinal Study comprised a 1% sample of people registered on the 1971 Census in England and Wales; data from successive censuses are linked with vital events such as deaths. The subjects were 23,320 people aged 55-74 years in 1971 and living in the community in 1971,1981 and 1991. Logistic regression was used to perform the analyses. Results: The relative risk of having a limiting long-term illness 20 years later for people in rented accommodation without a car at age 55-64 years was 1.2 compared to those in owner-occupied accommodation with a car. For those aged 65-74 years in 1971 the excess risk was 9%. Moving out of owner occupation between 1971 and 1981 and losing access to a car were associated with excess risk similar to that for people already disadvantaged in 1971. Thus, socioeconomic circumstances in late middle and early old age and deterioration in such circumstances after age 55 years, are associated with limiting long-term illness among people who have survived in the community until at least age 75 years. Conclusion: Although health selection cannot be ruled out, it appears that health inequalities do not completely disappear in very old age.
It is to be welcomed that health inequalities are of concern to the UK Government. Their consultative Green Paper 'Our Healthier Nation' 1 setting out a proposed strategy for health-related policies, acknowledges that 'poor people are ill more often and die sooner' than richer people. Life expectancy for men at age 65 years increased from 12. 3 years in 1972-1976 to 13.5 years in 1987-1991 but the difference in expectancy by social class has risen from 1.4 years to 2.6 years because those in manual social classes have not experienced as large a gain as those in non-manual classes.
2 There is also a debate as to whether extended life expectancy is associated with a similar increase in disability-free life expectancy or whether the extra years are gained at the expense of more years disability. Chronic illness puts a burden on die individual and die health and social services, a burden which might be reduced in the long run by removing the disadvantage of those with fewer material resources. In the shorter term the presence of health inequalities has implications for policies designed to alleviate the difficulties and discomfort caused by chronic illness. The 1991 Census included a question on limiting longterm illness (LLTI) for the first time. The question is similar to one which has been used in the General Household Survey (GHS) for many years but differs in wording and in particular asks people to include problems due to old age. Some variations in LLTI have already been studied. The age-standardized rates of LLTI in local authorities range between 68.3 per million and 230.6 per million 4 suggesting that environmental or behavioural factors may influence prevalence. Among people aged 75 years and over in the community single men and women have the lowest prevalence, probably largely the result of selection of the most sick into institutions. Differences between odier marital status groups are small. 5 Among older women LLTI rates are highest for those living with people other than dieir nuclear family, intermediate for those living alone and lowest for those living with their husband. Again, health selection may partly account for this insofar as people move in with others to receive informal care for a pre-existing chronic condition. A worrying finding is diat there is some clustering of ill people within households. 6 As yet there is little information on socioeconomic variation in LLTI among older people. Analyses of the GHS question show that manual groups have a higher prevalence of LLTI than non-manual groups but there is not a consistent gradient at a finer level of socioeconomic group. Housing tenure and car availability are less prone to misclassification. In addition, use of a longitudinal data set enables LLTI to be analysed in relation to changes in socioeconomic status during late middle age and early old age. It is known that those upwardly mobile before age 50 years were more likely to have LLTI in 1991 than those already in the higher social class but less likely than those who remained in the class of origin; similarly the downwardly mobile were more likely to have LLTI in 1991 than those who remained in the higher class but less likely than those who were already in the lower class. 8 Analyses of the Longitudinal Survey also showed that adults of preretirement age had the lowest rates of mortality if they were in owner occupation in both 1971 and 1981 but men aged 45-64 years and women aged 45-59 years in 1971 who moved from owner occupation to local authority accommodation had mortality rates as high as those in local authority accommodation in both years. In this paper we examine whether upward or downward mobility in later years is still associated with morbidity. 14 The reference groups were those thought least likely to have a long-standing illness. Logistic regression models were run adjusting the odds ratio for each factor for age alone (by inserting a variable designating 5 year age groups) and dien including all the factors with age to see which factors were independently associated with long-standing illness. As LLTI was common among this population the odds ratios could not be taken as proxies for risk ratios so the latter were calculated and are presented in this paper. The following interactions were tested: in the models using 1971 characteristics, interactions between family status and socioeconomic status and in the models using changes in circumstances between 1971 and 1981, interactions between marital status and living alone and between car availability and housing tenure. Including interaction terms did not improve the goodness of fit of models so they are not shown.
METHODS

RESULTS
Characteristics of the population in the community in 1971, 1981 and 1991
The analyses were based on 10,020 men and 18,163 women who were living in the community at each of the three census points. Most men were married and living with their spouse in 1971 (89% of those aged 55-64 years and 88% of those aged 65-74 years), while for women the corresponding figures were 72 and 55% (table 1) . Proportionately more women in both age groups lived alone compared to men (13% of women and 5% of men aged 55-64 years and 29% of women and 7% of men aged 65-74 years). Around 60% of both sexes in both age groups lived in owner-occupied accommodation. Access to a car was more common among owner-occupied households than among renting households and varied by generation and gender, being highest in men aged 55-64 years (66%) and lowest in older women (34%). There was a substantial proportion of men in each of the four main social class groups. However, half the younger women and nearly three-quarters of the older ones could not be assigned a social class, the remainder being approximately equally divided between non-manual and manual social class. Between 1971 and 1981 the most common changes experienced were loss of a spouse (in most cases through bereavement) and starting to live alone (both affecting over 20% of women but smaller proportions of men). Nine percent of individuals changed housing tenure, more moving into owner-occupied housing than out. Fourteen percent of men and 20% of women changed car availability, more changing to households without access than changing to ones with (table 2) .
Risk of LLTI in 1991
LLTI was reported more frequently by women than men (47% of women and 44% of men aged 75-84 years in 1991 and 65 and 60% respectively in the 85-94 years age group).
The most important long-term determinants of LLTI were tenure and car availability ( In all age-sex groups the factors were independent and did not noticeably confound each other. For men aged 75-84 years in 1991 ceasing to be in a household with access to a car between 1971 and 1981 was associated with a 26% (95% CI: 16-36%) increased risk of LLTI whereas for women the excess risk was 12% (table 2) . For people aged 85-94 years in 1991 earlier loss of a car did not have a statistically significant effect but the results were consistent with a small excess risk. The observed excess risk from moving out of owner occupation in all groups was 10-20% but was only statistically significant among older women. Women who started to live alone were slightly less likely to report LLTI than those living with others in both census years. Older men and women who lost their spouse between 1971 and 1981 had approximately 15% excess risk of LLTI but this was not statistically significant for men.
DISCUSSION
The prevalence of LLTI in the sample in each age group is close to the corresponding figures previously published for the total population. The Longitudinal Study figures are not significantly different from the GHS estimates for 1991, although the wording differed and die census asked for 'inclusion of problems due to old age'. Prevalence rates for women were little higher than for men despite die women having higher average age. Time series from the GHS show that die gender gap has not always been apparent for those aged 65 and over. 15 The small difference is unexpected because in old age women are more likely to have rheumatism, arthritis and migraine. One US study found that, for a given selfassessment of limitation from disease, women tended to report more problems, taking more medicines and having a greater variety of illnesses than men. 18 Thus, the results may understate the gender difference in health problems. Our results refer to a select group of survivors still living in the community. They account for half the women aged 55-64 years in 1971 but only one-third of men of that age, one-sixth of women aged 65-74 years in 1971 and 8% of older men. Most of the difference is accounted for by mortality. Using the Longitudinal Study the current authors previously analysed mortality and institutionalization among people aged 55-74 years in 1971. The losses to death were disproportionately high among those in rented accommodation and without a car, those with unclassified social class and, to a lesser extent, among people in manual classes and men who were not married in 1971. 19 In general, more women than men moved into an institution but there was a particularly high risk among single men . Other high-risk groups were single women and people in rented accommodation or without a car.
19 People in rented accommodation with no car in 1971 were 50-75% as likely to be in the community in 1991 as those in owner occupation with a car. One might expect the survivors in the first group to be sufficiently hardy to overcome socioeconomic disadvantage in health. Nevertheless, the excess nsk of LLTI was of the order of 25% both for younger women and men.
'Material' disadvantage in 1971 was associated with greater risk of LLTI in 1991, as were ceasing to be in a household with access to a car or moving out of owner occupation (at ages 55-84 years). Gender differences in factors influencing LLTI were less clear-cut than for mortality for which losing car availability had a greater impact on men than women and changing housing tenure on older women than older men. In this analysis we cannot prove LLTI resulted from the socioeconomic circumstance. However, for the excess risks shown in table 1 to result from health selection the LLTI would have to be of at least 20 years duration. While health selection plausibly accounts for some of the differentials seen in table 2, e.g. people giving up cars or moving into rented sheltered accommodation through ill health, lack of sufficient income may also contribute to their health problems. Two-thirds of pensioners have an income below the tax threshold. If low income leads to a person giving up their car it can make any illness or disability more limiting by making it more difficult for an elderly person to do the shopping or to participate in social events. A drop in income leading to change of housing tenure could also lead to a life style which does not sustain health as well. Single men had a lower risk of having long-standing illness (as already noted by Murphy et al. ) -this may reflect health selection since these groups had one of the higher risks of being in an institution in 1981 or 1991. 5 ' 19 The lower risk for those who started to live alone probably reflects the relative robustness of those who feel able to live alone. Material disadvantage is associated with greater chronic morbidity in other countries. In Canada people aged 75 years and over living alone had lower risks of reporting mobility and mental impairments than those living with others. Men in rented accommodation were more likely to report mental impairment than those in owner-occupied accommodation [odds ratio (OR) =1.4] whereas women in rented accommodation were more likely to report mobility impairment (OR=1.2). For both types of impairment lower income was associated with increased risk. 20 In Norway income but not housing tenure was associated with the presence of serious illness which affected respondents' lives. 21 A measure of economic difficulty was predictive for women and may capture more directly the problems experienced by people in rented accommodation. In the US, being in rented accommodation and lower income were associated with a higher risk of disability for men and the latter for women aged 70 years and over.
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The implications for health policy of variations in the prevalence of LLTI depend on the meaning of 'limiting long-term illness'. Other studies suggest that those recording LLTI are more likely to have difficulties with at least one out of personal care, physical functions, household functions, practical activities or paperwork. Furthermore, LLTI is associated more strongly with physical limitations than with mental or social well-being." In one study over 55% of people aged 65 years and over mentioned mobility as one of the most important effects of long-standing illness on their lives. The percentage of people with LLTI who have mobility problems will be higher. The GHS question is highly correlated with presence of pain and with mobility difficulties. 25 Mobility and physical problems might be alleviated by provision of more aids and practical help with shopping and keeping house, services which are increasingly means tested. A survey of housing needs found that, although over fourfifths of people aged 75 years and over wish to stay in their own home, regardless of tenure, approximately one-third of the 'stayers' aged 75-84 years and half the older ones would like some practical help. People in rented accommodation are more likely to want adaptations (e.g. handrails or an adapted bath) than those in owner-occupied accommodation.
Those who see themselves as limited by a long-term illness are also more likely to see their GP, make a visit to out-patients or be an inpatient, although not to the extent one might expect. ' There could be unmet need influenced by barriers to access to health care and attitudes of the elderly themselves. There is wide individual variation in how clinically ill older people are before they feel at the lower end of the 'health ease-dis-ease' spectrum. Less than 10% of the elderly with a high degree of dependency report wanting formal care and support services not already received (except for chiropody). 2 It is not clear whether this is due to a reluctance to ask or be means tested, ignorance of the potential benefit, stoical acceptance of their condition or genuine lack of need, suggesting that assessment of each individual needs to be made to see what would be of most benefit to them. We advocate investment in services which support independent living among old people, particularly where material disadvantage makes it more difficult for them to cope. This is likely to involve services such as chiropody and physiotherapy, assistance with aids in the home and transport to clinics or day centres, practical help in the home and support in coping psychologically with chronic illness. In the longer term, measures such as healthy diet and exercise maintained into old age should be able to prevent some chronic illness but such measures have to be affordable, accessible and appeal to people. In particular, they need to take into account that material circumstances can condition behaviour such as poor diet and lack of exercise, which exacerbate socioeconomic differences in health.
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